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EXECUTIVE SUMMARY: THE MOVE TO ACTION!

Over the past four years, San Diego’'sloca organizing group, the Planning Committee,
has developed a vison and prepared a draft blueprint for acute and long term care (LTC)
integrated service ddivery for aged and disabled individuas that builds on the loca Medi-Cal
managed care mode of Healthy San Diego (HSD). The Planning Committee is a dedicated
group of 450+ diverse stakeholders, described in detail in Section C. This grant application
proposes the completion of an Adminigtrative Action Plan during the FY 2003-04 that will move
the Project from the vison to adetalled plan. The plan isto move to asmdl, well-defined pilot
which will dlow San Diego to evauate the possibility of moving toward fully integrated care
based on the success and lessons learned from the pilot! Expert consultants are currently
asessing Hedthy San Diego to help us understand the most feasible place to gart in order to
develop a care management model across the health and socid service continuum that will dlow
for integration of Medicare and Medi- Cd funding and sarvices a full implementation.

This proposa makes some assumptions, which may be substantively dtered by the
recommendations of the expert consultants, about the phasing in of the implementation modd.
Improvement of care for the consumersis paramount as agod, as well as insuring the smooth
trangtion of any consumer from one system to ancther. Also, with investment from other
funding sources, San Diego will continue Smultaneoudy to develop non-capitated strategies for
improving acute and long term care to aged and disabled individuas.

Key characteristics of the local Long Term Care Integration Project (LTCIP) vison are:
1) “No wrong door” point of entry to an integrated system with risk assessment identifying
individuas in immediate need of full assessment, care planning, and service brokerage to

maintain one s highest leve of wdl-being and independence; 2) asingle, dectronic, care
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management record for each consumer to insure that al services, medications, and equipment are
known to al providers, and 3) capitated rates that pool and remove restrictions on primary,
acute, and in-home care (e.g. In-Home Supportive Services (IHSS) and 1915(c) waivers),
changing incentives from managing cost to managing care a the lowest leve of acuity.

The “demographic imperative’ looms, baby boomers begin to turn 65 in 2010, which will
double the percentage of elderly in the population by 2030. Fifty per cent of the Medicare budget
IS gpent on 12% of the beneficiaries, most of who have multiple chronic ilinesses. Medicare was
developed as an acute care system 30 years ago, and isfailing to serve the chronic care needs of
its current beneficiaries. Dually digible Medicare and Medicaid recipients are the single most
expensive group in terms of hedlth care and related costs. Meanwhile, 27% of the current Medi-
Cal population who are aged or disabled, are responsible for 67% of total Medi-Cal expenditures.
The Cdifornia Legidative Analyst’ s Office has projected that the $5 Billion spent for long term
care services aone by Medi-Cd today will be $11 Billion in 2010-11 at the current rate of
gpending. Consumers, providers, and public officids agree on one thing: the present system
needs to be changed to be more cost-effective and improve chronic care.

LTCIP planning in San Diego over the past two years has focused on exploring the
potentia for expanson of the existing and successful Healthy San Diego (HSD) modd to
integrate LTC. HSD is based on contracts between the state and multiple managed care plans.
Capitated payments are made under these contracts for primary and acute carein a system
developed for mandatory Temporary Assistance to Needy Families (TANF) enrollees. Of the
160,000 persons enrolled in this Medi-Cal Managed Care Program, about 9,000 are aged or
disabled persons who are voluntarily enrolled. HSD isaresult of astrong local collaborative

process wherein stakeholders planned the system and now monitor and advise on system
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performance. A mgjor focus of this proposal isto develop the action steps necessary to
incrementaly prepare for this system to test its gppropriateness as one model that can be used as
asavice ddivery vehide for afully integrated chronic care program for aged and disabled
persons. Activitieswill include taking the next stepsin further testing feasibility, evauating risk,
and andyzing functiona organizationa structures for building on the strengths of the HSD

model. The Adminigrative Action Plan will reflect and build upon the informetion that emerges
from the current analyses being completed.

Accomplishing LTC integration through the expansion of HSD could build on that
program’ s existing governance and operation structures, local oversight of quality and consumer
satisfaction process, 1915(b) waiver, and consumer and provider participation. Asdescribed in
this proposa, HSD expansion implementation would include procuring a 1915(c) waiver and
Medicare capitated reimbursement. Also of import will be education to providers on the needs
of ABD individuds and to consumers on how to best use the integrated care system. Hedth
plans relationships for long term care “wraparound” services would need to be developed, and
plans will need expanded expertise on chronic care management and community resources.

Based on four years of stakeholder process and planning, expert consultation, and the
shared desire to move toward afully integrated L TCIP, San Diego is truly poised to develop an

Adminigrative Action Plan to begin implementation.
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B. CURRENT STATUS

San Diego’'s Long Term Care Integration Project (L TCIP) proposes to continue the
development phase toward full, at risk, acute and long term care integration by completing a
practica and specific Adminidrative Action Plan for implementation. The County of San Diego
Board of Supervisors supports further development of the fully integrated option, but has dso
directed staff to develop a viable fee-for-service and other option. During the current planning
phase, much work has been accomplished under this direction. The following section will
address only the work completed toward development of the fully integrated modd. Update
information on the other options will be presented in Section L.

In San Diego, the Loca Organizing Group or LOG is known as the Planning Committee.
Much has been accomplished by this group over the last four years. Some of the activity
highlights include: consensus on misson, vision, and guiding principles, education on nationa
best practices in long term care integration moddls; trust- and support-building forums on locd
provider issues, consensus on exploring the existing Medi-Ca managed care program as a
service ddivery modd for LTCIP; and consensus to continue the pursuit of moving toward full,
at-risk long term care integration (L TCl) while dso exploring non-capitated strategies.

Approximately 8000 hours of stakeholder time have been devoted to LTCIP planning
during the last four years by over 450 consumers, advocates, and providers. Membership is
integraly involved in decisonmaking in this grass-roots effort to improve the local system of
care. The County of San Diego Hedlth and Human Services Agency (HHSA) has taken the lead
role in organizing stakeholders to develop aplan to present to the state. HSD taff and hedlth
plans are strong partners in the planning process.  Physician representatives have come to the

tablein the last year. The County of San Diego has funded the development and maintenance of
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aLTCIPweb stethat is used to chronicle dl loca activity and serve as a communication tool
between Planning Committee staff and members. The county has aso provided two dedicated
gaff pogtionsto the project from Aging & Independence Services (AlS) and gaff time from
HSD. Research has continued on national best practice models with Oregon and the Texas
Star+Plus Program representatives returning to provide updates to the Planning Committee on
new findings and system development. The Olmstead Decision has also been incorporated into
our local vison.

Over the last four years, thirteen workgroups have been established to complete specific
goas and formulate recommendations to further the planning process. During thisyear, the
Data/Finance Workgroup recommended waiting to complete the find actuarid until the merged
Medicare and Medi-Cd expenditure data for 1996 through 2000 was completed by the Cdifornia
LTC Integration Center for San Diego’s aged and disabled Medi-Ca population. The Options
Workgroup recommended that three strategies be fleshed out for funding of development and
implementation: the Network of Care (web based tool), Physician Strategy (fee-for-service), and
voluntary Hedlth Plan Rilats (fully integrated). The Hedlth Plan Workgroup and LTCIP staff
have educated each other regarding long term care and managed care. The Workgroup for
Stakeholders for Persons with Developmenta Disabilities recommended that persons with
developmentd disabilities be included in LTCIP models that are implemented localy. Locd
support has been voted by stakeholders for pending legidation AB 43, with the desire of having
afully integrated modd tested in San Diego through a contract with the state for asmall,
voluntary population.

The Fisca Year 2001-02 Final Report and the Fiscal Y ear 2002-03 Interim Report for

San Diego’s LTCIP have been received and approved by the State Office of Long Term Care.
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Fiscal Y ear 2002-03 Development Grant resources have been committed to three leading
national consultants to assst the HSD hedlth plansin preparing to contract to provide a
continuum of acute and long term care services for the aged and disabled. The specific activities
that need to be completed in order to be ready to complete an Adminidrative Action Plan include
the successfully completed consultant work of these three experts. With contracts being sgned
fairly late in the year, goproximately three months remain for the consultant team to accomplish
the scope of work with HSD hedlth plans. The consultant team islead by Dr. Mark Meiners and
includes Dave Ogden from Milliman USA and Charlie Birmingham and Karin Kak, whose
expertise and background are al described in detail in Section D. The “kick off” meeting for this
intiative will be held April 15, 2003, and will include the consultants, the State Office of Long
Term Care, HSD hedlth plan representatives, California LTC Integration Center data experts,
HSD daff, and LTCIP gaff. A preliminary survey, or Request for Information, was provided to
the hedth plansfor discussion at the April 15 meeting, and as follow-up to their request for such
an item & ameeting earlier thisyear. Confidentia interviews will be held with each hedth plan

to assess unique provider network issues, experience with currently enrolled aged and disabled
members, and many other financid and infrastructure issues that will lead to recommendations
for successful care management models within San Diego's existing Medi-Cal Managed Care
environment. These recommendations, together with the vision and recommendations
formulated by the stakeholders over the last four years, provide alogica stage from which to
begin development of the Adminigrative Action Plan for LTCIP during Development Phase 1.
By July 1, 2003, San Diego should have a clear idea of which of the seven HSD plans want

to pursue a direct reationship with LTCIP for implementation in San Diego.
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Currently, al seven HSD hedlth plans have expressed interest in continuing to participate
in the process of assessing the business of participation in acute and long term care integration
for theederly and dissbled. LTCIP staff does not anticipate that al seven plans will contract
for the integrated program in the short run, but it is hoped that al continue in the planning
process and that many do decide to participate to insure adequate consumer choice. All seven
plans are widdly respected for the excdllent consumer satisfaction that has been assessed by
independent auditors of the HSD program. Severa plans offer productsin other parts of
Cdiforniaand are interested in developing an integrated care product for multiple Sites. Three

plans are dso Medicare+Choice providersin San Diego.
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C. UPDATESOF THE LOCAL ORGANIZING GROUP (LOG)

Description of the L OG rdationship with thelocal Agency to operate LTCI, the

gover nance structure, and the Advisory Group: San Diego's LOG isknown asthe LTCIP

Panning Committee. The Planning Committee is comprised of 450+ consumers, advocates, and
providers. The LTCIP workgroups and staff formulate and forward recommendations to the
Panning Committee membership for consensus- building toward managing and directing the
development efforts. Once gpproved, the recommendations are forwarded to the Advisory
Group, which isthe officia decison-making body for the Planning Committee. The Advisory
Group includes over 50% consumers/consumer advocates, membership having been decided by
the LOG. The Advisory Group will actively participate in the expanded HSD+ (LTC) Agency
(see beow) and will work to ensure that the vison and god's of the stakeholders are represented
during the implementation and operations of LTCIP. The LTCIP Organizationd Chart
following this section illudrates the relationship of the Planning Committee and its Workgroups
and Advisory Group to the County of San Diego and population at-large. A list of agencies
involved in LTCIP immediady follows the LTCIP Organizationd Chart.

It isanticipated that the Agency to operate the LTCIP will be the Healthy San Diego
(HSD) program that will be expanded to include expertise in aging and disabled hedth and
socid services. Dueto the unique legidation governing San Diego’s Medi-Ca Managed Care
Program, contracted hedth plans will be responsble for many of the activities of operating the
LTCIP on aday-to-day bass. HSD expanson for LTCIPisinitidly being caled Hedthy San
Diego Plusor HSD+. The enlarged HSD+ Agency will expand its contract with the State to
perform the same functions as for the larger population, such as enrollment options counsdling,

coordination with and certification for Public Health, education and advocacy for beneficiaries,

County of San Diego
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management of member grievances, qudity improvement, and development of local standards.
Expertise and functions will need to be added for Phase | of Implementation and thereafter
including, but certainly not limited to, chronic care protocol and qudity indicators, home and
community based care quality sandards and measurements, and 1915(c) waiver evauation
mechanisms.

The HSD+ Agency will provide support and direction for the Hedthy San Diego Joint
Consumer and Professona Committee, which is currently the governance structure/advisory
body for Hedthy San Diego. It is anticipated that the LTCIP Advisory Group and the Joint
Committee will be combined upon implementation of LTCIP in order to represent the full range
of consumers, providers, and issues across primary, acute, and long term care. The LTCIP
Planning Committee (membership ligt follows the Organization Chart after this section) is
expected to continue as a sub-group of the HSD+ Joint Consumer and Professiond Committee
for the purpose of continuing to develop improved care and to advocate for continuous system
quality improvement for the aged and disabled across the hedlth and socid service continuum.

Changesto the LOG this year include increased participation on the part of physicians
and stakeholders for persons with developmentd disabilities. A student worker, Sara Barnett,
has assisted in the Development effort as saff over the last year.  Sarawill graduate with a
Master’s Degree in Public Health Administration this Spring and has severa years experiencein
the Adult Day Care sdtting as well as various other long term care settings. Her grasp of the
issues and the vision has made her an invaluable addition to the teeam. Development Grant
resources are requested to retain her to staff L TCIP development during Fiscd Y ear 2003-04.

Also, Mark Meiners, Ph.D., hasjoined the team staffing the LTCIP effort, within hisrole asthe

County of San Diego
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Nationd Program Director for the Medicare/Medicaid Integration Program funded by Robert
Wood Johnson at the University of Maryland.

San Diego’'s Board of Supervisors has committed its support and matching funds for
three previous Planning Grants and one Development Grant. The second L TCIP Devel opment
Grant Support has been added as an item requiring “action” on the Board of Supervisors agenda
for the regularly scheduled April 29, 2003 meeting. Final Board action to support the
Development Grant Scope of Work to develop an Adminigtrative Action Plan for fully integrated
LTC implementation, provide the 20% match, and to contract with and accept revenue from the
gate will be forwarded to the Office of Long Term Care by the date of grant award.

Names and job descriptions aso follow this section for the Project Director, Project

Manager, and the Chief Financia Officer for the LTCIP.

County of San Diego
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San Diego County Board of Supervisors
&
State Office of Long Term Care

Long Term Care Integration Project Organization

Chart and Decision Tree I
Rodger G. Lum, Ph.D, Director
County of San Diego, Hedth & Human Services
Agency, (HHSA)

1

Pamela B. Smith, Project Director

Internet

-Facilitates communication
-Provides broad public education

Evalyn Greb, Project Manager
% '_éé‘ —»  Aging & Independence Services (AlS)
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Advisory Group:
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-Information Technology service delivery system LTCIP for San Diego County. 3. Health Plang/Pilots & relationship building. inclusion of people w/
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LTCIP PLANNING COMMITTEE By AGENCY

State Dept. of Social Services

Clairemont Friendship Sr. Center, Inc.

AARP

Cloisters of Mission Hills

ADHC Consultant

CMSA & Nursing

Adult Mental Health Services

Coastal Senior Consulting

Adult Protective Services, Inc.

Community Care Management

Age Concerns

Community Catalysts of California

HHSA- Aging & Independence Services (AlS)

Community Health Group

AIS Advisory Council

Community Health Improvement Partners (CHIP)

AlIS-Adult Protective Services (APS)

Community Interface Services

AIS-Multi-Purpose Senior Services Program (MSSP)

Community Options

Alzheimer's Association

Community Research Foundation

Alzheimer's Family Centers

Consumer Center for Health Education & Advocacy

AmeriChoice

Contra Costa County LTCI

ARC North County

Council on Minority Aging

ARC-San Diego

Country Hills Health Care Center

At Your Home Services for Aging & Disabilities

County of San Diego Mental Health Board

Bair Financial

County of San Diego IHSS Public Authority

Bayside Community Center

County of SD - Adult & Older Adult Mental Hlth.

Bayside Settlement House & USD

County of SD-Board of Supervisors

Blue Cross

Creative Support Alternatives

Blue Cross/Medi-Cal & Hlth Fam. Programs

Deaf Community Services of San Diego

Brighton Health Alliance

Department of Adult & Aging Services

Cypress Court Senior Living

Department of Health Services

San Diego County Mental Health Board

Dpt of Public Health Office of Policy & Planning

CA Association of Health Facilities

Department Rehabilitation

CA Dept. Health Services/OLTC

Dept. of HHSA, Division on Aging

California Commission on Aging

Desert HomeCare

California Endowment

Developmental Services Continuum, Inc.

Californians for Disability Rights

DHS/Medi-Cal Managed Care

Care Access

Dignified Living Choices, Inc.

Care Rite Vocational Services

Downstown, Inc.

Care View Medical

Easter Seals So. Cal.

Case Management

Edgemoor Hospital

Catholic Charities

Education Extraordinaire

CCHEA

ElderHelp of San Diego

Center for Elders Independence

EverCare

Center for Healthy Aging

Exceptional Family Resource Ctr

Center on Aging, SDSU

FAST

Challenge Center

Firstat Nursing Services

Chicano Federation

Friendship Development Services

Children's Convalescent Hospital

Generations Health Care

City Council

George G. Glenner Alzheimer Family Ctr

Glen Park Villas

Lenora's Assisted Living Services, Inc.

Golden Hill Health Careers Academy

Los Angeles County Area Agency on Aging

Grice, Lund & Tarkington

LTC Ombudsman Program

Grossmont/Sharp Senior Resource Center

Luce, Forward, Hamilton, Scripps
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Health Net

Managed Health Care

Health Net Seniority Plus

Maric College

Health Policy Source

Marin County LTC

Healthcare Association of SD & Imperial Counties

Meals-on-Wheels Greater S.D., Inc.

Healthcare Financial Solutions

Med/Max Health Management, Inc.

HealthCare Quality Review

Medical Care Program Administration

Healthy San Diego

Medi-Cal Field Office

HHSA - Access To Healthcare

Mesa Valley Grove Senior Health Plan ADHC

HHSA - Deputy Public Guardian/Administrator

Milliman USA

HHSA - Healthy San Diego

Mithras Group

HHSA - Mental Health Services

Mount Miguel Covenant Village

HHSA - North Central Region

Mountain Shadows

HHSA - North Region

NAMI California

HHSA - South Region

NAMI San Diego

HHSA CAO

National Multiple Sclerosis Society

HHSA, MHS-Case Management

National Sr. Citizens Law Ctr.

HHSA, TB Control Program

NCHHP

HICAP

NCSL

Home of Guiding Hands/Voc Srvs

Neighborhood House Association

Housing & Community Development

Nevada County HAS

Health Services Advisory Board

North Coast Home Health

IHC Board of Directors

Office of AlDs Coordination

IHSS Program Manager

OSHPD

InCare Health Services

P.R.LD.E., Inc.

Independence for Life Choices, Inc.

Pacific Health Policy Group

Indian Health

Palomar-Pomerado Health System

Internext Homecare

Paradise Valley Family Health Center

Jewish Family Services

Partnership with Industry

JG Solutions

Plus One Medical Supply-DME

Just Right Home Care

PPH Behavioral Health Services

Kaiser Permanente

PRIDE

Kaiser Senior Advantage

Promising Futures, Inc.

Kennon S. Shea & Associates

Public Conservator's Office

Kennon Shea & Associates

Public Guardian/Administrator

Kindred Hospital

PulmoCare Respitory Services

La Jolla Nurses Homecare

RAND Corporation

LA PAI Office

Rawlings Consulting Services

LAO

Redwood Elderlink

Law Offices of James Boyd

Rehab HabilitationServices

Sacramento Co. Department of Medical Systems

S.D. Community College District

Safety Alert

Southern Caregiver Resource Center

Salvation Army

Southern Health Services

San Diego Association of Nonprofits

Southern Indian Health Council, Inc.

San Diego Center for the Blind

St. Madeleine Sophie's Center

San Diego County Medical Society

St. Paul's Senior Homes & Services

San Diego County Veteran Services Office

Staff Builders

San Diego Dental Society

State of CA Developmental Disabilities Board XllI
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San Diego Hospice

Stein Educational Services

San Diego Housing Commission

Telecare Crestaloma

SD Imperial County Regional Home Care Council

TERI, Inc.

San Diego Job Corps Center

The Access Center of San Diego, Inc .

San Diego Parkinson's Disease Assn.

The Arc of San Diego

San Diego Psychiatric Society

The Call Doctor Company

San Diego State University - School of Social Work

The Fromm Group/Chicano Fed Dev.

San Mateo County HAS Aging & Adult Services

The Pennant Alliance

San Ysidro Urban Council, Inc. TMI, Inc.
SCAN Toward Maximum Indep., Inc.
Scripps UBH

Scripps Continuing Care

UCP North County

SD Park & Rec Disabled Services

UCSD Health Plan

SD Regional Center

UCSD School of Medicine

SDMHS

UCSD Shiley Eye Center - UCSD

SDMHS - Case Management Services

United Behavioral Health, Public Sector

SDMHS-CM Services

United Cerebral Palsy

SDSU School of Public Health

United Domestic Workers of America/AFSCME

SecureHorizons

United Way Information & Referral

Seeds

Universal Health Care

Senate Comm. on HHS

University Community Med Center

Senator, Dede Alpert

Unlimited Options

Senior Care Management Inc.

Unyeway Inc.

Senior Community Centers of San Diego

UPAC

Service Employees Intl. Union Local 2028

USD School of Nursing

Shared Solutions

USD/Community Outreach Partnership Ctr.

Sharp Health Care

VA Gero Psychiatry

Sharp Health Plan

VA Medical Center

Sharp Mesa Vista

Volunteers of America

Sharp-Grossmont

West HealthCare

Silverado Senior Living

Social Work Service 122, VA Medical Center

Sonoma County Transition Planning for LTCI

South County Meals-On-Wheels

South Region Public Health Center

* Agency List does not reflect the 60+ individual/private consumers not associated with an

organizetion.
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Project Director - Duty Statement

Pamela B. Smith

Job Summary:

Has ultimate respongibility for the grant project. Serves as liaison with the Director of Hedlth and

Human Services Agency and the County Board of Supervisors. The County process provides

that department heads enter into revenue agreements on their behalf. Provides leadership and

direction on associated policy initiatives.

Primary Duties and Responsibilities:

1.

Is authorized to enter into the agreement with the State.
Has ultimate respongbility for the grant project.
Directs the Project Manager in the development phase.

Key liaison with the Director of Hedth and Human Services Agency and the County Board

of Supervisors.

Provides leadership and direction on associated policy initiatives.

Responsible for ensuring coordination with other county heslth care initiatives and programs.
Respongble for chairing the LTCIP Advisory Group.

Spokesperson for the LTCIP and responsible for community outreach to ensure community

commitment and understanding of the LTCIP.

Time devoted to AB 1040 L TCIP development effort: 1%
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Project Manager - Duty Statement

Evalyn Greb

Job Summary:

Responsible for providing leadership and management of San Diego County’s LTCIP.
Accountable for outcomes of the LTCIP and assuring the Scope of Work for the State
Development Grant is met. Responsible for ensuring broad and meaningful consumer, provider
and key stakeholder involvement and their participation in the planning process. Key LTCIP
liaison with the State Office of Long Term Care and County of San Diego agency Saff.
Primary Duties and Responsibilities:

1. Responsible and accountable for overal and day-to-day project outcomes.

2. Ensures stakeholder involvement in process is diverse with afair representation of providers

across the service array, and consumers across the continuum of need.

3. Savesaskey liason with State Office of Long Term Care, County of San Diego Hedlth and

Human Services Agency, and Planning Committee.
4. Responsiblefor the Scope of Work goals and objectives being met.

5. Responsiblefor fiscal and contract oversight, ensuring that contract terms between the State

and County and between the County and Contractor are being met.
6. Responghble for the County progress reports to the State.

7. Ensures coordination with other community managed care initiatives, such as

Healthy San Diego, Improving Access to Healthcare, proposed PACE Project, etc.

Time devoted to AB 1040 LTCIP development effort: 50%
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Chief Financial Officer

Ed L abrado

Job Summary
Responsible for providing budget oversight for LTCIP.
Accountable for Expenditure reports associated with the completion of the Scope of Work for the

LTCIP Development Grant. Accountable for tracking staff hours devoted to the LTCIP effort.

Primary Duties and Responsibilities:
1. Responsble and accountable for overal LTCIP budget.
2. Responsible and accountable for Saff time dedicated to LTCIP, differentiating the State
Office of LTC efforts from the loca option development effort.
3. Seveaskey liaison with State Office of Long Term Care and the County of San Diego
Hedlth and Human Services Agency Fiscd Officer.

4. Responsble for the county expenditure reports to the state.

Timedevoted to AB 1040 L TCIP activities: 1%
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D. PROCESS FOR DEVELOPING AN ADMINISTRATIVE ACTION PLAN

The exigting planning structure for the San Diego L TCIP will continue to be employed to
develop an Adminigrative Action Plan during the next Development Phase.  During the first
Planning Phase in 1999- 2000, a decision-making tree was established and is exhibited in the
Organization Chart immediately following Section C. This process has successfully served the
Project over thelast four years. Issues are taken up in a Workgroup setting with
recommendations formulated to advance planning for fully integrated acute and long term care.
Those recommendations are forwarded to the larger membership of the Planning Committee,
where they are presented with in-depth explanation by Workgroup Chairs. Discussion ensues
and often results in a revised recommendation being forwarded from the Planning Committee to
the Advisory Group.

The Advisory Group has the more than 50% consumer/consumer advocates as required
by AB 1040. Thisgroup isrespongble for careful congderation of al recommendationsin light
of the“vison” and Guiding Principles established by the Planning Committee in the first
Panning Phase. Guiding Principles of San Diego'sLTCIP:

Enhanced consumer participation and self-direction and the right to choice

Single and seamless point of entry

Expand home and community-based options

Assure continuity of care

Maintain or enhance consumers qudity of life

Provide family caregivers with the full range of affordable and ble support

services, induding respite and counsding

Provide training and education
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Meaningful involvement of consumers, providers, advocacy groups and other key

stakeholdersin the process (planning, monitoring and evauation)

Enhanced flexibility in the use of existing funds to maximize resources and diminate

duplication and fragmentation of services

Care provided in the most gppropriate, cost effective and least redtrictive setting

Commitment to quality assurance principles

Asaure services are culturdly and linguistically gppropriate

Accountability and measurement of outcomes

Stakeholder involvement to develop necessary services to meet the needs of consumers

Innovative gpproaches to financid and/or delivery system integration

Use exigting providers and assure fair compensation for services

Provide reliable and easily accessible information and referrals about long term care

services

Determine necessary information systems and technologies required to decrease service

fragmentation and better coordinate care.

Once the Advisory Group ratifies the recommendations, if gppropriate for action, they are
forwarded to the County of San Diego Hedlth and Human Services Agency adminigration, the
Chief Adminidrative Officer, and the Board of Supervisors. The Board approves
recommendations to be forwarded to the State Office of Long Term Care. This process will
continue to be employed for making decisions during the development of the Adminigrative

Action Plan asit has been very successful to-date. San Diego has clearly alr eady established

and demonstrated a commitment to work with local community groups, providers, and

consumer sto obtain their input. Asthey have spent numerous hours as a part of this
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initiative, the state may rest assured that San Diego’ s stakeholder swill not be lessinvolved

as action towar d implementation begins to occur.

Many recommendations regarding infrastructure, care management, qudity assurance
and other important system development building blocks have been supported by the Planning
Committee through this processin the last four years. All these recommendations will be
brought into the process of Adminigrative Action Plan (AAP) Development.

Workgroup and staff activity during this past year will also be important to the
development of the AAP. Current legiddtive activity has caused research and study of the
enabling LTCIP legidation (W& Code Sections 14139.3(b)-14139.37) and all the important
agpects contained therein which must be included in the AAP. Research on Medicaid Consumer-
centered Waivers, Medicare disease management demongtrations, and the New Freedom
Initiatives will impact the AAP. Completed merged Medicare and Medi-Cal expenditure date for
1996 through 2000 for San Diego's aged and disabled Medi-Cd recipients will dso be avallable
for development of the AAP. Consultants (through Development Grant sub-contracts) will be
needed to assist saff in outlining and addressing al the dements required by AB 1040 to be
included in the AAP. Also, stakeholders will need to be engaged in the process of reviewing,
improving, and approving the process for and development of the AAP.

The last Board of Supervisors action on May 7, 2002, resulted in support for the
Development Grant of 2002-03 toward development of the fully integrated LTCIP, but also
directed staff to concurrently develop options to Hedlthy San Diego expansion. (The LTCIP
decisionmaking process outlined above has aso been gpplied to option development as
stakeholders seek long term care reform localy.) Development Grant 2002-03 resources are

currently being used to assst the local project in moving toward producing an Adminigrative
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Action Plan for the implementation of afully integrated pilot during Fiscal Y ear 2004-05. This
drategy, to be completed before beginning the devel opment of the AAP, involves contracting
with expert consultants to work with the hedth plan participants in the Hedthy San Diego (HSD)
Program to assess their needs in the development of a srategy to implement apilot Long Term
Care Integration Project. The god of this Strategy is an actuarialy sound care management
model that would give the Agency and participating HSD hedlth plans the tools to integrate acute
and long term care services for San Diego’s aged, blind and disabled citizens.

Theprocessto arrive at a description of the cover ed scope of services and program fundsto

beintegrated into the L TCI Program is one of the specific goals of the consultant work now

underway. The consultants will administer a survey that will assst the Project Team: the
Agency, conaultants, and the HSD hedlth plan representatives, to complete an actuaria andysis
and to develop recommendations for the services and programs to include in order to develop a
Sustainable care management operation that can be phased in over time and continues to reflect
the input of the Agency and HSD hedlth plan participants. The LTCIP pilot template will be
designed to give the Agency a scalable model that can later be expanded as to the number of
people served, the scope of services to be provided, and the number of funding streamsto be
managed. 1t may be that the initid focus is on demondrating the feasibility of providing targeted
acute and long term care management services on areaively smdl scde to the existing aged,
blind and disabled members of HSD hedth plansin away that reflects the needs, resources and
congraints of these hedth plans. The drategy of the consultants will include work in two

phases.
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Phasel

Through structured interviews with the hedlth plans participating in HSD and evaduation
of the survey completed on a confidentia basis by the hedth plans, the consultants will catalogue
what these hedlth plans are currently doing to manage the needs of, and financid risk associated
with, their aged, blind and disabled membership. It will o assess how the Agency and its
counterparts a the State level could enhance the ability of these hedth plans to manage this
population. In preparation for the survey interviews, the consultants will review best practicesin
long term care integration in other locaes, e.g., Texas Star+Plus, Wisconsin Partnership, and
ALTCSin Arizona.

Consultants will, in particular, work closdy with financia managersin each of the
participating HSD hedlth plans to examine their revenue and cost data for the aged, blind and
disabled populations to gauge the potentia financid benefits of a new operating approach to care
management of these members. This exercise will dso shed light on the extent to which each
hedlth plan is ale to use claims and encounter data to identify those patients most in need of care

management. This processwill allow San Diego to describethelong term care delivery

system to be devaloped under HSD expansion and how it will improve system efficiency

and enhance service quality for individual consumers.

Thefinancid underpinning of long term care integration is that the savings that can be
achieved by more efficient care management are sufficient to cover its costs. The consultant
team, working with HSD hedth plans and the Agency will assess programmatic models aganst
the backdrop of administrative and dinica data setsinduding but not limited to the following:

o Clams experience of aged, blind and disabled members and identification of high

utilizers and/or a-risk cohorts that would benefit from a case management intervention;
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Q

Rdated qudity indicators generated by the plan;

Current and projected per member, per month (PMPM) revenue of HSD plans and
medical cog ratios for target populations,

Anticipated sources of new revenue or existing revenue that could be brought to bear on
the targeted group(s);

Patterns of excess utilization by disease group, setting or provider type;

Potentia savings to be achieved by a case management intervention and referra to
dternative sgttings; and

Net savings potentid.

One mesting will be hed with HSD hedlth plans a the beginning of Phase | to discussthe

LTCIP vison and the plan of action. At thistime, the consultants will present the data

requirements for the financid andlysis and begin to work with HSD participants. Actuaria

assumptions will be promulgated and problems that may stand in the way of the financid

anayssidentified.

Phasel|

Phase | should produce one or more prdiminary financiad models attached to one or more

care management models. This process will allow San Diego to develop an estimate of cost

and savings AND to describe how the project site will maintain adequate fiscal control

while ensuring access and quality of carefor beneficiaries AND will describe the financial

viability during the beginning through full implementation phases. The financid modd will

include a pro forma profit and loss statement based upon the priminary actuarid andyss that

will incorporate projections for tota revenue, direct service costs, care management costs and net

risk pool savings (if any). At the beginning of Phase |, and assuming the submission of
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requested survey input, the consultants will meet with the Agency and HSD hedth plansto
present the preliminary findings of the actuarid analyss and a prdiminary financid pro forma.
Conaultants will dso present care management concepts that are consstent with the vison and
gods of the LTCIP and the financia boundaries indicated by the financid andyss. Therole of
care management will be clearly defined due to its greet importance to the development of

successful modes of chronic care management. This process will allow San Diego to be able

to describe how the project and its care managers will integrate with M edi-Cal managed

care plans and other or ganizations that provide services not part of the LTCIl. Care

management definition and protocol under L TCI will include a process to assur e that

M edi-Cal dollars are appropriatay expended in accor dance with all governing laws,

requirements, and regulationsof LTCI.

The consultant team will solicit the input of this meeting's participants to refine its
understanding of what is doable and what is not in the light of each HSD hedth plan’ sindividua
capabilities and condraints, as well those systemic obstacles in San Diego over which the
Agency may hold sway, and arecommendation for items to be considered in waiver gpplications
with the state and federd regulators. Consultants' recommendations regarding care management
models will be based on an evauation of which population cohortsin the HSD aged, blind and
disabled membership should be phased into the program first based upon their risk/cost profiles.

These recommendations will addr ess the process to assure minimal disruption to current

recipients of long term care services during the phasing in of theproject. These

recommendations may be based on utilization patterns, e.g., two or more hospitad admissonsin
the last 12 months or on the prevalence of high cost disease groups, eg., CHF and COPD, or

both. To the extent possible, the effects of functiona status on risk Stratification will dso be
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factored into the risk gtratification modd. These recommendations will be used to shape

proposed measur able perfor mance outcomes that the program is designed to achieve, as

wdll as how they will be measur ed.

The consultant team will take the input derived in the firs meeting in Phase 11, aswell as
information on best practices in long term care integration, to refine the financia and operating
models. It isanticipated that additiond actuaria andysis will be necessary to test changesin
assumptions. The output of thisfina step will be an actionable operating plan for acare
management pilot that can be presented with assurance to the management of HSD hedlth plans,
Agency dffidds and other key stakeholders. Any such plan will dearly identify the steps that
must be taken to phase in an operating modd, including the identification of the mogt likely
target populations within the overadl HSD membership. More than one approach may be
identified to give HSD participants and the Agency options that reflect different scenariosfor
start-up and operating codts, and that lead directly to producing an Administrative Action Plan

for implementation of afully integrated acute and long term care program. Specific alter native

concepts, requirements, staffing patterns, or methods for providing services under the

project will be ableto be described based upon thiswork. One of the dternate concepts to

be included in the 1915(c) waiver request will be for consumer-directed waiver dots up to 20%
of the total waiver number. The younger disabled stakeholders fed strongly that consumer-
directed options need to be included in the new system of care.

HSD+ will then have the necessary information to detall pecific requirementsinto the
pre-qudifying Request for Intent with hedth plans for expansion readiness to participate in

LTCIP. Thisprocesswill allow San Diego to describe several client-centered readiness

issues: how special populations will be able to continue to be served by reigious, cultural
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groups and residential communities AND how current program services for M edi-Cal

beneficiaries will beimpacted during integration. (No non-M edi-Cal beneficiaries will be

included in LTCIP until alater phase when analysis of system impact for this group can

be completed.)

The following expert consultants have been hired for this consultant task, which will
provide much of the processto alow San Diego to develop an Adminigrative Action Plan:
Mark Meiners, Ph.D., has 30 years experience specidizing in the areas of aging and health with
emphags on long-term care related research, program development, and evauation. As Natiord
Program Director for the Robert Wood Johnson Foundation Medicare/Medicaid Integration
Program, Mark works closely with the Center for Medicare and Medicaid Services and has
provided technical assistance and direction to more than 14 states who are interested in doing a
program like that envisioned by San Diego County. Over the past year and ahaf he hasaso
served as a principle consultant to the USC/UCLA Cdifornia Center for Long Term Care
Integration, the group tasked by the Cdifornia Office of Long Term Careto help carry out
County based integrated care as envisoned by AB 1040. In the course of thiswork, he has
visited San Diego County on numerous occasions to meet with the key stakeholders.
Charles Birmingham has served as founder and chief executive officer of a company that
pioneered the ddlivery of primary care and preventative medica services to nursng home
resdents. He was dso cofounder of companies that managed physician multi-specidty practices
and that provided specialized case management sarvices to Medicaid systems, including ahighly
successful $200 million Medicaid case management program for the Commonwedlth of
M assachusetts that served 375,000 people and managed over 1,000 providers on a capitated, at-

risk basis. In addition, Charlie co-authored aplan for an Externd Quality Review Organization
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to asss HCFA in monitoring state health care reform initiatives. Currently, Charlieis assgting
hedlth plans in the development of disease management Strategies, mgor hedth care
organizations in assessing and executing strategic acquisitions, and early stage hedth care
organization in business plan development.
Karin Kalk will beworking directly with Charlie. Karin most recently served as Senior Vice
President of a company providing geriatric medicd servicesin long term care settings, in which
capacity she was successtul in identifying and developing processes to improve revenue for
nursing home residents enrolled in statewide hedth plan. In prior professond roles, she has
been Vice President of Operations for a publicly-traded $130 million physcian management
company and director of planning for the UCI Medica Center where she developed a hedth
assessment program for seniors and new post-acute services.
David Ogden and the Milwaukee hedth practice of Milliman USA have extensive actuary
experience in working with health plans, states and other entities that serve the Medicare and
Medicaid populations. The group has analyzed data, projected costs and capitations, devel oped
risk sharing options, recommended capital requirements and other tasksin severd long term care
related projects across the nation including the Minnesota Senior Hedlth Options, Minnesota
Disabled Hedlth Options, Wisconsin Family Care, CdOptima, as well as other projectsin the
States of Horida, Arizonaand Texas. Over thelast 50 years, Milliman USA has grown into one
of the largest, independent actuaria consulting firmsin the United States.

The team of experts will work together to devel op recommendations to be included in the
AAP on integrated care program models and actuarial assumptions to support those models. The
fina report (due June 30, 2003) will recommend potentia data summaries that will best alow

decision-meaking on populations and services to beincluded in integrated care programs, make
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recommendations regarding the potentid “phasing in” of populations and services, recommend
potentid capitation methodologies for the integration of acute and long term care services for the
aged and disabled; and make recommendations for potentia capitation service dlocations and
risk sharing gpproaches. At that point, work can begin on formulating the Adminigrative Action
Plan as srategies will be identified to develop aspects of implementing fully integrated care that
today remain uncertain.

(Acknowledgement: much of the text in this section was taken from work completed by Charlie
Birmingham and Karin Kak.)

Proposed timeline for planning and start-up of the pilot project:

March through June 2003: The consultant team will complete the tasks described above. The
results and recommendations will leed oaff to undersand what activities sill need to be
completed before an Adminigrative Action Plan (AAP) can be outlined and adirect rdationship
with HSD managed care plans will be developed. The Year End Report of the current
Development Grant will be forwarded to the Sate.

July through December 2003: LTCIP will complete and/or contract with consultants to
complete the unfinished tasks. Staff will concurrently be working on known dements to build
the AAP, while continuing progress toward phasing in LTCIP.

January through March 2004: The Interim Report will be forwarded to the state on January
31, 2004. Mogt dements to devdop the AAP will be in hand. Staff will compile those and
circulate to dl stakeholders for discusson and revison. If date grant funds are available, San
Diego will gpply for a third Devdopment Grant to hep fund some of the infrastructure changes
that will need to occur to be able to complete the preparation activities during FY 2003-04 in

order to begin phasng into implementation in FY 2004-05. San Diego will begin work with the

30



date Office of LTC regarding procurement of necessary waivers to sate and federa regulaions
to implement HSD+ according to the AAP.

April through June 2004: Refine AAP on an ongoing bads, while continuing to work with
hedth plans and al dakeholders in preparing to implement the AAP for phasing into
implementation over the next year. The Year End Report will be forwarded to the state on June
30, 2004.

July 2004 through December 2004: Complete AAP activities to build the systems to support
beginning implementation and enrollment of Phase | members into fully integrated pilot under
Phase | of Implementation.

January 2005 through June 2005: Enroll Phase | members into HSD+ and provide monthly
evauation of successes and problems to the HSD+ Joint Consumer and Professonal Committee
for oversght and guidance regarding timing on Phase | implementation.

July 2005 through June 2006: Continue to refine system to improve consumer and provider
satisfaction.  Implement Phase Il with the broader and more complete Medi-Ca only aged and
dissbled participants. Work with the state Office of LTC and the Center for Medicare and
Medicad Services to obtain the necessary waivers, permissons, and/or demondration status to
be able to include the Medicare capitated, fralty-adjusted rate in the rembursement to hedth
plans with HSD+ members who are dudly digible. This will require consumer choice, but will
cearly dign the incentives to provide prevention and welness activities to insure better
outcomes on an individua basis.

July 2006 through June 2007: With Medicare participation secured, enroll Phase Il target

population: Medi-Cd recipients who are dudly dligible to Medicare. Work with stakeholders
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during the year to refine the plan to incdude non-Medi-Cd €digible persons through premium
buy-in, LTC insurance berefit, or private pay.

July 2007 through June 2008:. With gpprovd in place from the stae and federd officids as
well as locd dakeholders, enroll non-Medi-Ca digible persons into HSD+, under a separate
adminidrative tracking system to assure that Medi-Cal funds are not expended on non-Medi-Cal

members.
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E. IDENTIFICATION OF THE AGENCY TO OPERATE LTCIP

The Deveopment and Implementation Phases described below are contingent upon San
Diego recaiving find actuarid information that supports the expanson of HSD for the LTCIP
savice delivery sysem.  The recommendations of the expert consultants ddivered at the end of
Devdopment Phase | will provide a context in which local hedth plans can determine
organizationd feaghility. It will aso be of primary importance to have the actuarid <udy
recommend the smdlest increments of phase-in that are actuaridly feasible for the protection of
the consumers during sat-up. The following scenario is dso dependent upon the Hedthy San
Diego hedth plans (some or dl) willingness to expand services and expertise to develop
systems to provide chronic care management for aged and disabled persons in San Diego. If
recommendations support HSD expanson, and the sakeholders, including the County of San
Diego, agree to begin incrementa phase-in of a fully integrated modd, the following description
iswhat the LTCIP *Operating Agency” might look like.

Development Phase Il:  Sating July 1, 2003, this second Development Phase will
require both the planning and implementation of specific tasks needed to be accomplished for
LTCIP dart-up, which will be captured in the AAP developed during this phase. The ided and
proposed “Operating Agency” (Agency) for LTCIP implementation under Hedthy San Diego
expanson is Hedthy San Diego's locd legidated dructure the Hedthy San Diego Program in
conjunction with the Joint Consumer and Professond Advisory Group.  During this phase, it is
anticipated that the responghilities of the Hedthy San Diego (HSD) section of the Hedth and
Human Services Agency (HHSA) will be expanded to meet the legidative regquirements for the
LTCIP. It is proposed that the expanded agency role will be defined as Hedthy San Diego Plus

(HSD+). Many of the requirements for administration and operations will be contracted to the
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HSD+ hedth plans by the State under the scenario of Hedthy San Diego expansion, with the
baance of duties clearly ddineasted in an adminidtrative contract between the State and HSD+
agency. Therefore, it is important to note that the locd LTC Agency is the agency that is
responsible for the operation of LTCl rather than one that directly operates LTCIl. Direct
operation of the LTCl system will be contracted to the hedth plans by the State as part of the
ovedl operationd plan. The specific roles and responghilities of HSD+ hedth plans will be
identified during Development Phase I, and completed in cooperation with the State Office of
LTC, with specific requirements wdl defined in contract language. The current Organizationd
Chart for HSD follows this section and will be modified to appropriately address the expanded
role and meet the needs as required by the adminigtrative contract with the State.

Currently, HSD daff, under adminidrative contract with the State, enroll and disenroll
eigible Medi-Cd beneficiaries into managed care hedth plans of their choice and perform other
gpecific tasks, functions, and respongbilities outlined in the State contract. Some of these tasks
include: coordination with Public Hedth; education and advocacy for beneficiaries; certification
of public hedth providers management of member grievances, qudity improvement; and
development of loca dandards. The contract aso requires HSD to designate Knox-Keene
licensed hedlth plans as digible to contract with the State for HSD and to establish and Saff the
Joint Consumer and Professond Committee that advises the HHSA Director, who advises the
County Chief Adminigrative Officer, who advises the Board of Supervisors.

The Adminidrative Action Pan, or implementation phase-in plan, produced in
Development Phase |1, will provide a “roadmap” which projects timelines for ramping up the
locd operations of HSD+ and includes a targeted enrollment schedule.  All stakeholders are

inveted in LTC reform, but there is a full range of emotions regarding how quickly



implementation should and could happen. Consumers want to “dart yesterday” and those whose
programs may change radicdly fed the responsibility to change incrementaly and not undo
existing structures until the new system proves to work better for the consumers.

Expanding the scope of the Hedthy San Diego program 1915(b) waver and securing a
concurrent 1915(c) waiver to implement HSD+ has many benefits, as described in Section D of
this proposd. A chalenge for the expanson will be that the ABD population is known to have
higher utilizetion of services due to the grester prevaence of chronic hedth and age-related
problems. A pimary reason for stakeholder support to continue exploring HSD for expanson to
deiver LTCI is the successful accomplishments of this locd Medi-Cd managed care program.
Severd independent sources outsde of the county have andyzed managed hedth care ddivery
indicators and the results illustrate that the San Diego modd is codt-effective, beneficiaries are
satisfied and the modd iswell respected in the community. Findings include:

HSD is meeting and/or exceeding both its organizationd gods and Medi-Cad managed

care requirements set by CM S and the State DHS for hedlthcare access and quality.

The HSD program for the waiver period of October 1998 through October 2000 was cost-

effective when compared to comparable fee-for-service Medi- Cal population.

The federd Center for Medicare and Medicaid Services (CMYS) requires a periodic independent
evauation of al Medicad 1915(b) wavers. In a State andyss of the most recent evauation,
conducted by Pecific Gateway Group (PGG), it was determined that the baance between the
need to protect the liquidity of hedth plans, and to pay provider rates sufficient to maintain
access, gppears to have been successfully met during the HSD walver period. During an April
2001 mesting between PGG and State officids, PGG representatives Stated that the HSD model

was the “ultimate modd of how managed care should work.” Results of the 2000 Consumer
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Asessment of Hedth Plans (CAHPS) 2.0H Membe Satisfaction Survey issued in December

2001 indicate an overdl levd of sdidfaction among HSD members tha is higher than the
datewide average. In every category for which percentages were available at both the loca and
date levels, HSD met or exceeded the statewide average.

These effectiveness indicators reflect improved access to care and improved satisfaction
with a medica “home’ under HSD managed care.  The results speak to the success of the staff
and dakeholders in forming a solid foundation upon which LTCIP can be built. This modd
offers San Diego an opportunity to expand on a progran firmly established and widdy
recognized as effective in the community. Staff with specific aging, disability and managed care
experience will be added to HSD for development and implementation of HSD+. The HSD+
gaf will be responsble for desgnating hedth plans that have proven capabilities and readiness
to participate in the HSD+ program. The date will process contracts with these plans for
cepitated acute and long term care. Plans will then adminigter the full-continuum sysem of
hedlth, socid, and supportive services to HSD+ members.  The HSD+ Agency will contract with
the state to provide the levels of support appropriate to insure the integrity of the local system.

One of the activities to be addressed in the Adminigtrative Action Plan will be the expansion
of the Agency for the purpose of LTCIP oversght. Addition of staff and duties, long with
required qudifications and expertise, will most likely occur incrementaly as phase-inwill
indude enrollment targets incrementaly. The Agency has dready begun to play arolein LTCIP
progress. ass stance on a day-to-day bassin interacting with the hedth plan membership;
development of abrochure in smple language designed for persons who are cognitively
impaired or who have alow leve of hedth literacy; and support for adding LTCIP Advisory

Group members to the Joint Consumer and Professond Commiittee of Hedlthy San Diego.
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Organization Chart for San Diego County
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F. DEFINITION OF GOVERNANCE/ADVISORY STRUCTURE

If expansion of the Hedlthy San Diego mode is chosen for San Diego's LTCIP sarvice
ddivery, the HSD satutory governance structure will be examined for expanson thet is
representative of the consumers and providersof LTC. The authorizing legidation for HSD
(W& Code section 14089.05) has defined the local governance structure. Governance as
defined by AB 1040 is different than that of HSD legidation. Due to the contracting relaionship
being between the state and the hedlth plans under the scenario of HSD expansion for LTCIP, the
gate will remain responsible for most governing duties. However, one of the successes
acknowledged on the part of the state and local HSD stakeholders, is the advisory ability
maintained during the legidative process thet dlows for loca influence over the program by the
advisory body.

Two advisory committees are established to monitor Medi-Ca Managed Care issues or other
issues concerning hedth care ddivery that may impact upon this system, and to advise the
Director, Hedlth and Human Services Agency, concerning those issues. See the Organization
Chart above for the officid of rdationship of this Advisory Group to the County and HSD
Program. The Committee also has two standing sub-committees, Qudity Improvement and
Enrollment, and two ad hoc sub-committees, Consumer Education and Advocacy and
Management Information. The Consumer and Professona Advisory Committees may dect to
meet jointly as the Joint Consumer/Professiona Advisory Committee (CAC/PAC) and have
done so since the inception of HSD.

Representative membership is required by the legidation. It includes representation from
specific consumers and professond groups with prescriptive information on how individuas

from each advocacy category are to be selected. For consumers, it requires. 3 Medi-Cal
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beneficiaries; 3 consumer representatives; 5 countywide consumers (selected by each member of
the Board of Supervisors); 1 organized labor; 2 business sector; 1 children’sissues; 1 children
with specid needs; 1 fogter children; 2 mental heath consumers; 2 taxpayer representation; 3
Members at Large; 1 consumer who is amember of each participating hedth plan; and 2
“others’. Professiond representation is required for: participating Hedlth Plans; 5 physcians; 3
hospitals; 1 nursing; 1 public hedth; 1 community clinic; 1 education; 1 legd professon; 1

mentd hedlth professional; 1 optometry; 1 pharmacy; 1 podiatry; 1 dentist; and 1 “other”. The
exising LTCIP Advisory Group has LTC stakeholders, over 50% consumer representation, and
membership having been determined by the LOG or Planning Committee. With the expansion

of HSD for LTCIP, it isanticipated that membership on the HSD Consumer/Professiond
Advisory Committee will be adjusted to fairly represent the interests of the acute and long term
care needs of dl Medi-Cd beneficiaries and providersin San Diego. Currently three members of
the Consumer Advisory Committee represent LTCIP interests.

Under the HSD modd, the Medi-Ca managed care plans contract directly with the
CdiforniaMedicd Assstance Commission (CMAC) to provide the system of care for enrolled
members. Thisincludes dl adminigtrative responghility for the day-to-day operations of the
hedlth care ddivery sysem. Expansion to LTCIP will enlarge these systems for new populations
and will require a broadened array of services and network providers to meet hedlth, socid, and
supportive needs of the new digible group before implementation of HSD+ begins. It is hoped
that a budget-neutral LTCIP capitated rate(s) will be established, rather than negotiated, by the
state.

The HSD Joint Consumer and Professonad Committee has a Qudity Improvement Sub-

Committee that continuoudy conducts surveys and examines member satifaction to improve the
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systems that serve consumers. Other sub-committeesinclude: Enrollment, Consumer Education
and Advocacy, and Management Information Services (MIS). These subcommittees review
issues and make recommendations to the Joint Committee on system implementation and
improvement. Prior to the firg implementation phase, the Joint Committee will fully represent
LTCIP stakeholders. This phaseis projected to offer full-continuum LTCI to a portion of the
Medi- Cd aged, blind, and disabled population as described above. Phase Il will expand the
covered population to include more of thosein the smaller test Implementation Phase|. Phase
[11 will include the Medi-Ca aged, blind, and disabled population aso digible to Medicare.
Phase IV will look to include private resource enrolleesinto LTCIP. It isanticipated that some
representation adjustment to the Joint Consumer and Professona Committee will be made prior
to Phase 111 and IV to include advocates for the broader populations.

The local HSD operating agency is a section of the County Hedlth and Human Service
Agency (HHSA). It isplanned to expand this agency to meet the requirements of aLocd LTC
Agency. Itisthis agency that will gaff the Joint Consumer and Professiona Advisory
Committee, support quality improvement activities, and prepare oversght information for the
State under the adminigtrative contract. The Committee advises and the Agency reports to the
Director of HHSA with recommendations for policy changes, consumer problems, system issues,
etc. All aspectsof LTCI implementation will be reviewed by the Committee and forwarded to

the Director of HHSA for a decision before being forwarded to the State for approval.
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G. CONSUMER AND PROVIDER INVOLVEMENT

San Diego LTCIP continues to have a dedicated community of stakeholders asssting
with the planning process. The LTCIP Organizationad Chart, which follows Section C above,
depicts the structure of the different LTCIP groups and the direct involvement of stakeholdersin
the decison-making process. Workgroups forward recommendations to the Planning Committee
for consensus. The Planning Committee devel ops consensus and forwards recommendations to
the Advisory Group. The Advisory Group, with representation of consumers at over 50% and
membership approved by the Planning Committee, has final stakeholder approval of
recommendations before forwarding to County administrators and the Board of Supervisors. The
Board approves recommendations to forward to the State Office of Long Term Care. San Diego
continues to actively recruit consumers and providers of acute and long term care services to
participate in the decision-making process on an on-going basis. It is estimated that over 8000
hours of consumer, advocate, and provider times has been dedicated to the L TCIP planning
process over the last four years. While momentum has fluctuated, the interest and support for
local reform continues to be substantid.

San Diego is geographicaly aslarge as the State of Connecticut, with three million
residents, about one-third of thoseliving in rural areas. Professond hedlth and socid service
providers have along history of working together for the good of the community. One of the
LTCIP accomplishments over the last few years has been education between hedth and socid
service providersto create an atmosphere where understanding the issues faced by other
industries results in gppreciation and trust for the role of al providers across the cortinuum.
Consumers and advocates have shared in this process and have come to believe in the great

dedication of providers across the continuum to improve the system of acuteand LTC.
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During the current development phase, L TCIP has worked more closely with advisory
groups of the hedth care community as L TCIP implementation will rely on hedth and socid
sarvice provider participation and support. To-date, LTCIP has recelved support on the progress
being made toward acute and long term care integration from the Hedlth Services Advisory
Board, the Hedlthy San Diego Joint Consumer and Professona Committee, and the Aging &

I ndependence Services Advisory Council. These advisory bodies aso confirmed the need to do
diligent planning to create additional options for improving the LTC system in San Diego, in

case it isdetermined that HSD expansion isnot feasble. It isanticipated that the LTCIP
Advisory Group will be combined with the HSD Joint Consumer and Professional Committee
upon implementation of HSD+.

Organizations with membership voted onto the LTCIP Advisory Group by the Planning
Committee include: IHSS, County Regiona Managers, Veteran's Services, Center for Hedlth
Education and Advocacy, National Association for the Mentdly 111, Center for Deaf Community
Searvices, Center for the Blind, Public Authority, Access Center, Socid Security Adminigiration,
Case Management Society of America, CA Association of Hedlth Facilities, CA Association of
Hedth Plans, County Medica Society, AARP, Hedlthy San Diego, Hedth Services Advisory
Board, Ombudsman, San Diego Association of Non-profits, Domestic Workers Union, Council
on Minority Aging, AreaBoard XlII (Developmentd Disabilities), AIS Advisory Council, and
the Regiond Home Care Council. The decision-making process pivots on this group (see
Organizationa Chart that follows Section C) as recommendations forwarded by stakeholders
must be ratified by the Advisory Group to be forwarded to the County Board of Supervisors and

the state Office of Long Term Care.
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H. PROCESSES FOR DEVELOPING A LONG TERM CARE SYSTEM

Long Term Care Integration in San Diego must be planned carefully, mitigating risk to
the State, County, and consumers to the highest degree possible. Added resources, such asthe
1915(c) waiver resources, must be available during al phases of implementation if successisto
beinsured. Actuarid feasibility recommendations must include the consumer number, pace and
timeframes for implementation phases, and what trends to study for future phase-in as
implementation occurs.  San Diego is determined to bal ance the approach between whét is
actuaridly feasible and the time needed to mitigate predictable operationd problems. The LTCI
system must be an improved system of care for San Diego consumers.
(1) ServiceDelivery

Hedlthy San Diego Plus (HSD+) will shift aged, blind, and disabled Medi-Cal
beneficiaries from afee-for- service heath system to a managed, integrated care continuum that
provides access to hedlth, socia, and supportive services. Accessto al services will be provided
through asingle contact. Care management will provide the point of contact to the provider
continuum for the consumer. Contracted hedlth plans will become the care “home’ of every
covered individud. A consumer will no longer have to find a doctor when heissick or have
multiple physi cians prescribing medications/treatments unknown to each other. Medication
problems will be mitigated, as dl providers will be able to review the medication list on the
shared consumer’ s eectronic care plan. For the first time, consumers will receive education and
counseling on choosing a plan that best meets his needs, where vaue added services start with
risk screening and scheduled, preventive care. No longer will the consumer have to provide the

same information to multiple providers. For thefirg time, education and wellness activities will
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be available to assist the consumer in making better lifestyle choices to improve hisher own
health outcomes and qudity of life
The envisoned system of care under HSD+ during Implementation Phase | is characterized by:
Member education during 6 months before enrollment
Member choice of and enrollment into a HSD+ plan after Options Counsdling
Risk screening and assgnment to plan care manager (CM) within 30 days
High risk members assessed at home for needed services within 60 days
High risk membersinclude IHSS and waiver dlients (before HSD+)
Members recaeive dl hedth and socid services through HSD+ plan
Primary care physician (may be specidis) is contact for hedth care
CM is contact for al but health services
All services authorized/referred by CM based on need with member agreement
Consumers may change plans with 30 day notice.

Exiging Medi-Ca home and community-based servicesin San Diego will no longer be
separate programs for enrolled HSD+ members, but will be integrated into the array of services
available from HSD+ hedth plans. Theseinclude home hedlth, IHSS, 1915(c) waiver services,
and Adult Day Health Care. Please see Section |. Scope of Services for funding streams and
HSD+ services available to meet member need. It isaGuiding Principle of theloca LTCIP that
the exigting providers of hedth and socid services will provide services under HSD+. An
individud’s care manager will authorize hedth-related, socia, and supportive services or refer to
resources available outsde of the HSD+ funding pool for non-covered services.

The care manager has primary responsibility for access and service quality for each member

served. It will be the care manager who works with individuas interested in participating in the
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gpecia dructure alowed under the Consumer-directed care waiver from CMS. A concurrent
1915(c) waiver will be requested for HSD+ for the number of estimated Medi-Cal persons who
are aged, disabled, a a skilled nurang facility level of care, and who reside in a community-

based setting, with up to 20% or requested consumer dots being under the consumer-directed
portion of thewaiver. Thetotal number of Medi-Ca “nurang facility certifigble’ personsin

San Diego is currently estimated at 20,000- 25,000 individuads. These waiver resources will be
capitated from the State to the HSD+ hedth plans for community-dwelling members assessed at
SNF level of care. Waiver resources are required to provide “payment of last resort” after dll
traditiona funding sources have been exhausted. Care managers will constantly be updated on
non-integrated care resources for the purpose of referra before service and payment
authorization to HSD+ providers, as appropriate. Under Medi-Ca managed care rules, the hedlth
plans must pay service providerswithin 30 days of billing. Different (higher) capitated rates will
be devel oped for HSD+ members who are a a skilled nursing facility leve of need, and qudify
for 1915(c) waiver resources, than for those who do have a skilled level of care need. In Phasel,
II'and I11, persons not enrolled in HSD+ in San Diego will be impacted by this change only in

the positive sense. The “single point of entry” to HSD+ will have arich resource database that
will enable responseto assis dl calers with information regarding resources to meet hedth and
socia service needs, regardless of income and digihility.

The vison for this new integrated system has been devel oped and supported in
conjunction with over 450 stakeholders in the county of San Diego (see Section G. Consumer
and Provider Involvement). Much work remains to be completed before a decision to move
forward with implementation can be made. Once financid feasbility is established, the system

description provided here would represent the current concept, which will evolve as more
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guestions are answered and an Adminigrative Action Planis developed over the next 12 to 15
months. Loca planning snce May 2002 includes both the development of a state- contracted
entity implementing afully integrated pilot, as wel as a pilot implemented in the existing Medi-
Ca Managed Care Program (HSD) in San Diego.
The impact of Phase | Implementation on current programs to be integrated is projected to be
the shift of :
3000-4500 Medi-Cd only IHSS clients to HSD+ (could include a state-contracted entity) for
al hedth and socid services, including in-home care services
Services currently authorized by/billed to digtinct categorica programswill be authorized
by/reimbursed by HSD+ plans (again could dso include a state- contracted entity).

During dl phases of implementation, hedth plans will provide services that meet the
needs of specia populations for language trandation, cultura competency, religious preference,
and continuity of care with providers who were in service to the member before trangition to
HSD+. For new HSD+ members who resde in assged living or skilled nurang fadilities, it
will be especidly important to provide a“seamless’ trangtion between fee-for-service Medi-Cal
and HSD+, which will deem dl skilled facility resdents as high need for immediate assessment
and care management interventions.

Minima disruption to those receiving long term care services & trangtion will bea
priority god in the development of activities for trangtion as a part of the AAP. Thisgod is
one of the basesfor thelocal LTCIP Guiding Principle to use existing community organizations
inthe LTCIP provider networks. Thisgod will beajoint god during the planning and
development process as hedth plans, community-based organizations, and current Medi-Cal

providers develop implementation activities together. The over-arching god of LTCIPis
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improving the qudity of life for San Diego’s dderly and disabled individuas through improving
the system of care.

During Phase |1 of Implementation, service delivery will be expanded to alarger number
of persons who are aged and disabled and eligible to Medi- Cal, according to recommendations
of consultants and partnering hedth plans. They will be enrolled in HSD+, asin Phasel,
according to prescriptive information provided by consultants and reinforced by enrollment
experience during Implementation Phase . Outreach and education regarding the new system
will be provided to these individuas during the 6 months before enrollment.

HSD+ anticipates that authority will be granted by the State and federa government to
alow HSD+ plansto contract for a Medicare capitated rate as well as aMedi-Cd rate for the
dudly digible, during Phase 11, for incdluson of dudly digible individuas during Phase 111 of
Implementation. Thiswill include persons enrolled in the local 1915(c) Waiver Programs and
dudly digible IHSS clients who are over 21 yearsold. IHSS currently serves gpproximately
500 children and youth, who will not become part of the HSD+ program. The concurrent
1915(c) waiver application will seek to phase-in “IHSS resdud” clients by requesting higher
income and ast levels for waiver digibility. The god will be to trangtion those previoudy
IHSS digible through “ Share of Cost” and those with a spouse as provider to HSD+
authorization and reimbursement for in-home care. Trangtion from the current system to the
integrated system will be planned by dl involved stakeholders with the god's of avoiding
disruption of service to consumers, minimizing impact to dl, and providing fair compensation to
providers. Transfer of County of San Diego programs will necessitate stakeholder planning to
re-train and/or relocate impacted staff. Asthe County re-toolsitsdf for the phased-in

implementation of HSD+, many new opportunities exist for expanding hedth and socid
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sarvices offered to HSD+ hedth plan members and al San Diegans seeking information and
sarvices for the aged and disabled population.

During Phase IV of Implementation, service ddivery may be expanded on an optiona
basis to persons not igible to Medi-Ca who are aged or disabled and want to take advantage of
the integrated system of care. Phase IV will be known asthe “HSD+ Buy-in Phase’. Itis
anticipated that private LTC and other hedlth insurance, private pay, and adiding fee scde
premium will be developed to enable al those in the community to participate as desred. A
Separate and unique adminigtrative tracking structure will be developed for Phase 1V funding,
services, and consumers.

2) Consumer Access To Services

Information will have been received by consumers about the new HSD+ system during
the 6 months prior to enrollment. Options counsdling will be provided to assist consumersin
choosing a hedth plan that best meets their individud needs, usudly based on the member’s
current primary care and/or specidty provider. (Permission will be sought during the 1915(b)
waiver amendment processto alow an expanded set of specidty physiciansto fill the role of
primary care provider for those with specified chronic conditions,) During the process of
choosing a hedlth plan, the consumer will be asked to complete a tested and approved self-report

risk screen, such asthe PRA (Predictor of readmission for acute care). The hedth plan chosen

by the consumer will receive the results of the risk screen or will be responsible for getting risk
information from those consumers who did not forward the completed screen. Screening
information will dlow hedth plans to identify education and wellness needs of the population

not a sgnificant risk. For those members a high risk, hedlth planswill assign appropriate care
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management, which will begin with amultidimensond in-home assessment. Risk screening
updates will be required annually for those not yet screened to a high risk category.

Once enralled in a hedlth plan, the assessment process and service or care plan
development by the care manager (for those consumers determined to be at high risk based on
contract criteria) will indude input from the consumer and higher caregivers and family. For
consumers who are too cognitively impaired to adequately participate, the legd representative
and sgnificant others will participate in assessment and care planning on behaf of the member.
Care managers will have respongbility for referring/authorizing care plan services, as agreed
upon with the member/caregiver. The care manager becomes the consumer’ s contact person for
al hedthrelated and social and supportive services. The hedth plan will have a 24 hour, seven
day per week, “800" number response line to assst consumersin immediate need. Care plan
development and implementation will include consumer preference for rdligious, culturd and
language needs. It will dso provide professiond discusson of resource information, so that the
consumer is able to choose the options for care that meet hishher individua need and preference.
The care plan will include timelines for monitoring, reassessment, and contact with the
consumer. Consumers will be encouraged to work with their care manager as a team within the
hedlth and socid service system devel oped for HSD+. Medi-Ca managed care requires
participating plans to have aforma, published gpped and grievance procedure to insure
consumer access. LTCIP in San Diego proposes to expand the existing Ombudsman Program to
provide the first line of consumer assstance in accessing needed services.

3) Care Management
Hedlthy San Diego Plus (HSD+) contracting hedth plans will be responsible for the care

management of each enrolled member. One of the options for participation as a hedlth plan will
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include amodd in which high risk member care management may be sub- contracted; however,

the hedth plan will gill have full respongbility for al care management and integrated services

received by the member. In San Diego, loca care managers and consumer advocates have spent

many hoursin examining “best practice’ case management models across the country. Once a

find decigon is made about the service deivery system locally, the Workgroup will re-convene

to asss in developing care management requirements and guideines to be included in hedlth

plan contracts with the State. The Workgroup’ s recommendeations include:

1. Anintegated care management modd having a) teams that include the physcian, ancillary
hedth and socid service professonds involved in the individud’'s care, and the consumer,
family, and caregivers, b) full continuum hedth, socid and supportive services, and c) tiered
levels of care management based on severity of consumer need for frequency of contact and
credentials/expertise.

2. Single point of entry with @ access to sarvices provided through a sngle point with
greamlined, non-duplicative application and €igibility, coordinated with Medicare, Medi-
Cd digibility, Socid Security, etc, with those not digible to LTCIP being provided
accessadvocacy to exiging community services, b) a basdine risk assessment a enrollment;
C) a dngle case management database for each consumer with secured, confidentia access
for the care management team and providers.

3. Standardized data collection, including a) a dandardized risk screen; b) a standardized
assessment tool that has “triggers’, based on hedth and socid domains, that indicate the need
for further assessment/intervention; c) tools used to document basdine consumer

information, and to periodicdly update with consumer datus, without duplication of
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unchanging data dements;, and d) assessment information used as the basis for Care Plan
development.

4. A preriptive, integrated Care Plan that includes a) hedth, socid, and supportive services to
be referred/authorized; b) the name of the primary care manager; ¢) scheduled care manager
contact intervals, and d) secured, confidentid levels of access to dl involved in the member's
care.

5. Care management quality assurance meesures, including &) contract language with specific
and detaled sandards and requirements; b) contract monitoring of hedth plans to assess care
management quaity on a periodic bass and c) formation of a Qudity Improvement
Committee to provide oversght, and identify methods to improve policies and procedures
continuoudly.

6. Develop Memoranda of Understianding (MOUSs) with providers of services and funding not
inthe LTCIP poal to @) to improve service coordination and advocacy for HSD+ members
(e.0. the Regiond Center for Services to the Developmentaly Disabled, County Mental

Hedlth Services, Medicare providers, Public Hedlth, and other community providers).

With asingle care manager and care plan for each member, duplication and fragmentation can be
eliminated and continuity across dl levels and types of care can be enhanced. Once aMedicare
waiver is obtained for Phase 111, much cost- shifting will be diminated by the presence of
incentives that dign to serve the consumer rather than separate adminigrative sysems. The new
incentive for heath plans under this mode of integrated care will be to spend adequate funds to
dabilize members at the lowest leve of care, thet is, socid and supportive servicesin the home

environment. A professond relationship will be developed by the care manager with the
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consumer, who will have a single person to cal for access to any needed services, whether
through referral or purchase by the care manager.
3) Quality Assurance and Accountability
During Planning Phase 11, the Qudity Assurance (QA) Workgroup was populated with
indusiry experts from across the continuum and chaired by the Director of QA for the San Diego
Regiond Veteran's Adminidration. A review of existing required QA documentation was
completed for al mgor industries represented in the acute and LTC continuum. 1t was identified
that afew industries, such as persond care and chore services in the home, had not required
standards at the State or loca level. However, stlandards have been devel oped on a voluntary
basis by the locad Regiond Home Care Council for providers of this service. Accomplishments
of the workgroup included the development of amatrix, which outlines quality assurance
industry standards that are applicable to the LTCIP continuum. QA Workgroup
recommendations to the larger Planning Committee were:
1) LTCIP QA standards and requirements should not add any unnecessary adminidiretive costs
or burden to providers;
2) Prioritiesfor QA measures should be st to provide the most useful information in the most
cost- effective way to improve the system for the consumer;
3) QA methods should be devel oped with input from, and to take into consideration the needs
of, the consumer and the provider;
4) Exiging QA systems should be used whenever possible when conducting studies and audits;
5) QA should consider the importance of patient education and communication between
provider and patient; and

6) LTCIP focus studies developed for improvement in quality and access should be cost
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effective and redligtic.

As Medi-Ca managed care contractors, HSD health plans are required to participate in
CAHPS (Consumer Assessment of Hedlth Plans) reporting, HEDIS (Heath Employer Data
Information Set) reporting, state audits and corrective action plans, and facility review audits for
every hedth plan provider ste. Additiondly, HSD staff monitor trends via the Panorama View
database, which provides dl county Medi-Cd digibility, utilization, and expenditure data to the
State Department of Hedlth Services. Thisleve of coordination of quaity oversight activitiesis
unique to Medi-Ca managed care. While the fee-for-service system receives encounter data
from providers, and the state conducts provider audits, HSD offers amuch higher level of
consumer protection. Not only are more controls mandated, but the state, local staff,
committees, and consumers have input into quality improvement activities.

It is anticipated that quality assurance specifications developed by LTCIP will be built
into the contracting process between the state and hedlth plans. HSD+ then would not only have
the consumer and provider protections built into acute and primary managed care requirements,
but additionaly would be required to respond to L TC requirements. HSD+ hedth planswill
contract to meet standards of qudity required for the aged and disabled population and the
broader scope of LTC services. HSD+ gaff will participate in the Joint Consumer and
Professond Committeg’ s Qudity Improvement Sub-Committee to insure that issues for the aged
and disabled population are studied and result in recommendations for system improvement
within HSD+ sarvice ddivery. The Joint Committee will take action on the recommendations of
the Sub-Committee and forward a recommendation to HHSA and the State. HHSA and the State
will then have information to improve policies and procedures to assure the quaity of service

adivery.
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On anindividudized bass, the “frontling’ of qudity assurance will be the care manager.
Assessment of the needs of the client results in a care plan that isimplemented by the care
manager or consumer/caregiver to procure the needed set of services. Periodic member
monitoring by the care manager includes an update of the member’s qudity of life, including
health-related and socid factors. 1t also includes an assessment of the quaity of care being
received via service providers contacted or contracted to implement care plan activities.
Therefore, the care manager can respond and intervene immediately if thereis an issue regarding
care provison. Outsde of the scheduled periodic member monitoring, consumers will dso be
encouraged to cal their care manager with any service provider problems. Care managers will
report service provider problem trends to hedth plan managers for adminigrative action. The 24

hour response line may aso be used as a mechanism for consumer input/complaint.



|. SCOPE OF SERVICES

Lig and define each type of sarvice indicaing if services are new or exiging.

Include any limitations to sarvice utilization or

authorizetion. To the extent one has been identified, lig the matching funding source that will be transferred into the consolidated

fund.

Type and Definition of service (Existing or new?)

LIMITATIONSTO
UTILIZATION OR
AUTHORIZATION

FUNDING SOURCE

1) Medi-Cal ACUTE AND PRIMARY CARE

» Hogpitd: inpatient, out- patient, emergency room
(exiding)

» Professond: physcian, lab and x-ray, podiatry, vison,
ambulance, pharmacy, home hedlth, DME, hearing ads,
chiropractic, ambulatory surgery center, pre-nata care,
adult wel-check, family planning, didyss, TPN,

PT/OT/ST, hospice (existing)

1) Limited only by hedth-related
necessity.
Impacted by consumer

preference.

1) Exiging regular Medi-Cal
funding under fee-for-service

and managed care.

2) Medi-Cal LTC SERVICES (exiging)
» Adult Day Hedlth Care
»  SKkilled Nursing Fecilities

= Pasonad Assistance Sarvices

2) Limited only by hedthrelated
necessity. Impacted by

consumer preference.

2) Exiging regular Medi-Cal

funding under fee-for-service
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3) Medi-Cal HCBC (exigting for current waiver clients,

new for expanded “client dots’)

»  Care management

=  Home modification, repairs, maintenance.

»  Trandation/communication/emergency response devices

= Home hedlth, personal care, respite, PT/OT/ST beyond
regular Medi-Cal

» Counsding

*  Money management

= Adult day care

=  Emergency moves/temporary shelter

» Nutrition

» Assdive devices

» Legd assgtance

»  Transportation

* Bridges & partids not covered by Denti-Cal

» Assged Living ServicesAdult Foster Care (new for dl)

3) Limited only by hedth-related
necessity. Impacted by consumer

preference.

3) Exiging Medi-Ca HCBC
funding rolled into new, larger

concurrent 1915(c) waiver
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Thefull list of services outlined above will be available to dl HSD+ members based on
hedlth-related necessity, with the caveat of premiums and or co-pays for those enrolled in Phase
IV who are not Medi-Cd digible. Hedth-related necessity isthe need for a service that will
maintain or improve the quality of amember’slife and prevent or delay utilization of amore
acute level of service. It will be further defined within the contract between the HSD+ hedlth
plans and the sate. Consumer preference expressed during individual Care Plan development,
will influence the type and place of services authorized. Specia population needs will dso be
addressed within the Care Planning process. During Phase 1V, Medi-Ca resources will not be
used for those individuals not digibleto Medi-Cd. A separate adminigrative funding and
accounting system will be constructed before the Implementation of Phase 1V for this purpose.
Current proposals for funding in Phase IV incdlude insurance, private pay, or diding fee scde
buy-in to the full scope of services aslisted above.

“Matching funds’ for current services included in San Diego’ s consolidated funding pool
isashort ligt: the County of San Diego match for In-Home Supportive Services (IHSS), both the
Medi-Cd and “Resdud” programs. During the current Fiscal Y ear, San Diego is spending
gpproximately 23 cents of every IHSS service dollar and about 17 cents of every adminigtrative
dollar. Thetotd the County of San Diego will spend this yeer is gpproximately $27 million or
an estimated 3.5% of tota Medi-Ca expenditures for aged, blind, and disabled individudsin
San Diego. Thisfigure represents an average between the Medi-Cd and Residua parts of the
program. It isanticipated that this match will be calculated as a percentage of the capitated rate
for San Diego, which will then be paid by the county to the State for the HSD+ consolidated
fund to meet “maintenance of effort”. It will be important to consider dl the changesthat IHSS

is currently undergoing (wage increases, Public Authority development, caseload increase, etc.)
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as that rate percentage is developed with the sate. It is dso anticipated that San Diego’'s LTCIP
will work with the State Office of LTC to develop digibility criteriathat includes persons now
restricted to the non-Medi-Cd Residud program to attain digibility under the concurrent

1915(c). Thiswill aso effect rate development at the State level. The capitated rate will be
awarded by contract from the state to the HSD+ hedth plans for the provision of the full scope of
hedlth and socid services.

“Vdue-added” services are an important feature of capitation. Recognized as one of the
most successful marketing tools of Medicare Managed Care Organizations for many years, the
flexibility in benefits under capitation is one of the desired benefits of LTCIP. Asan example,
PACE programs have been able to use capitation resources from Medicare and Medicaid to
purchase such activities as having consumer pets “flea-dipped” so that the broken down skin of
the consumer did not become infected and ulcerated secondary to flea bites. Other examples of
vaue-added sarvicesindude items that will improve qudity of life such as the support of

intellectud, artigtic, and recreationa pursuits.
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J. DESCRIPTION OF THE TARGET POPULATION AND GEOGRAPHIC AREA

Phase | of | mplementation Target Population:

Phase | of Implementation envisons enrollment for:
Medi-Cd digibleindividuas under the aged, blind, and disabled aid categories
21 years and older
Not dudly digibleto Medicare
Not developmentally disabled.

Today, it is edimated that there are 36,000 individuds who meet this criteria in San
Diego. The Adminidgrative Action Plan deveoped in conjunction with leading expert
consultants, LTCIP daff, and HSD hedth plans will define the Phase | population to be
enrolled.  This target population will include “digible beneficiaries’ defined in the LTCIP W&
Code Section 14139.41, requiring Medi-Cda digibility, functiona or cognitive dependence, and
adulthood. However, San Diego’'s Loca Organizing Group has planned from the early days of
the project to have more inclusve Medi-Ca enrollment in order to desgn an improved system
for dl aged and dissbled Medi-Cad beneficiaries with increased opportunity for wellness,
prevention, and ealy intervention resulting in better individud outcomes. The rationde for
beginning implementation with the Phase | target population includes:

Eliminates dud digible issues from complicating Sart-up.

Allows time during Phase | for forma stakeholder group recommendations to be forwarded,
based on experience, regarding incluson of persons and services for persons with
developmentd disabilities during Phase |1 of Implementation.

Reduces the number of capitated rates that must be developed for Phase 1.
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Allows time to request federd agpprova for incluson of Medicare resources into the
consolidated funding pool in Phase 111 for personswho are dudly digible.

There may be as many as 5,000 persons who meet Phase | digibility criteria, who are
dready voluntarily enrolled in Hedthy San Diego (HSD) today for primary and acute care needs.
These 5,000 individuas are recelving the benefits of a Medi-Cal Managed Care (HSD) program
with the vadue-added services of a “medicd home’, a primary care physcian who is aware of
gpecidty provider treatment and al medications, prevention activities, and coordinaion of care
for those with asthma and diabetes. However, there is no systematic way for these individuds to
have their nonrmedica but hedthreated socid and supportive services formaly managed
adongsde ther hedth care.  This is problematic for a population that is known to be more
vulnerable, have lower hedth literacy than average, have lower education and nutritional Status
than average, and use more hedlth services than any other mgjor population group.

Phase | of Implementation will seek to meet the need for integration of care across the
expanded hedth, socid, and supportive service continuum for al the individuas described as the
target population of Phase | above. Consumer needs to be addressed for this population under
implementation of LTCIP will be the full range of care needs. Enrollment into Hedthy San
Diego Plus (HSD+) will begin with a risk screen that dlows for care management intervention
before an individua needs emergency room or hospita care in order to be identified as being a
high risk. Given the consolidation of Medi-Cd long term care and waiver dollars, hedth plans
will redize a new incentive: to manage hedth and socid and supportive services to prevent acute
episodes and the need for utilization of high cost sarvices. Care management will provide the

gngle contact for a member to the continuum of services and take respongbility for
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multidimensona assessment, care planning, service brokerage and the on-going monitoring of
service qudity and the consumer’s qudlity of life

Phase | of Implementation Geographic Area: To be determined during development of the

Adminigrative Action Plan.

Phase Il of Implementation Target Population: Phase Il proposes to add an additiona

number of persons, as proposed in the Adminigtrative Action Plan, and adjudicated based on
Phase | experience, who are:

Eligible to Medi-Cal

Eligible to Medi-Cd through aged, blind, or disabled aid categories

21 years of age and older

persons with developmenta disabilities who are digible to Medi-Cd in the aged, blind,

or disabled aid categories
For the latter group, incluson may be ether through consolidated funding, coordination
prescribed in a forma Memorandum of Understanding, or other method as recommended by the
gpecid population workgroups, with gpprova of the forma LTCIP decison-making hierarchy.

Phase |l of Implementation Geographic Area: To be determined during development of the

Adminidrative Action Plan.

Phaselll and IV Target Population and Geographic Area: To be determined during devel opment

of the Adminidrative Action Plan and ba anced with the experience of the first two phases of

implementation
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K. PLAN FOR INTEGRATION OF FUNDING
During Phase | of Implementation, Hedthy San Diego Plus (HSD+) plans to consolidate
dl reguar and waved Medi-Cd funding currently being spent for enrolled aged, blind, and
disabled non-Medicare members. Please see Section | for a complete list of services to be
integrated within the consolidated funding pool. Programs to be consolidated include:
1) Regular Medi-Cd acute and primary care funding to be pooled for:
» Hogpitd sarvices inpatient, out-patient, emergency room
» Professond sarvices physcian, lab and x-ray, podiatry, vison, ambulance, pharmacy,
home hedth, DME, hearing aids, chiropractic, ambulatory surgery center, pre-natal care,
adult wel-check, family planning, didyss, TPN, PT/OT/ST, hospice
2) Regular Medi-Ca LTC funding to be pooled for existing
* Adult Day Hedth Care
»  Skilled Nursing Fecilities
»  Persona Assistance Services (IHSS)
» New 1915(c) waiver dots, including up to 20% consumer-directed
3) Exiging waved Medi-Cd home & community-based care 1915(c) waivers, with the

exception of the waiver for Persons with Developmentd Disabilities, funding to be pool ed:

Multipurpose Senior Services Program

AIDS Waiver Program

In-home Medical Care Program

Nursing Fecility and Leve of Care Waiver Programs.
It is anticipated that funds currently being spent on these wavers would be included within a

larger waiver request from the federd government. Loca funding currently includes resources
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for about 1000 “client dots’ in the 1915(c) waved service programs liged above. The
DatalFinance Workgroup and Planning Committee in San Diego edimate that there may be more
than 20,000 individuds in the county who meet the digibility criteria of a 1915(c) walver, if
aufficient dots and broader waiver authority were granted. HSD+ will request State Office of
LTC support for a concurrent 1915(c) waiver that requests waiver digibility for individuds
» Medi-Cal-digible under the aged, blind, or disabled aid codes
» 21yearsand older
» a askilled nursang facility level of care need
» redding in acommunity-based setting
» having income a no more than 300% of the federa poverty leve
» having assets for a couple no greater than those protected under the “spousa
impoverishment  protection” limits for <killed nurdng faclity resdents community-
dwelling spouses (currently $87,000)
* having assts for an individud no grester than sSx (6) times the regular assat limitation
for Medi-Cdl.
San Diego’'s DatalFinance Workgroup has been working closdy with the USC/UCLA
LTC Integration Center to determine the “per member per month” or “PMPM” figure for the
programs lised in #1 and 2 above. Good data is available for 1996 and 1997 that has been
formatted in a user-friendy manner for determining project feashility based on resource
availability. Merged Medicare and Medi-Ca expenditure data for San Diego's ABD population
for the years 1996 through 2000 will be available after April 1, 2003. It is known tha higher

capitated rates will have to be developed for those who qualify for the funding referenced in #3
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above. The application for a 1915(c) waiver will dso need to specify phase-in based on the
local target population phase-in.

During Phase | of Implementation, Medi-Ca aged, blind, and disabled (ABD) individuds
who do not have Medicare, are 21 years and older, and are not developmentally disabled will be
enrolled into HSD+ based on a formula described in the Adminigtrative Action Plan.  Therefore,
the consolidated funding pool will not incdude the Medi-Cad dollars in Phase | for ABD
individuas who are 18 to 20 years old, dudly digible to Medicare, or who are developmentaly
dissbled. It is anticipated that Phase | will begin with 1915(c) waiver resources and that the
exiging waver programs will remain in tact until Phase Il of Implementation as the mgority of
current waiver clients are dudly digible to Medicare.

There are many programs in San Diego funded through non-Medi-Ca sources for which
the ABD population is eigible. These programs are funded by federa programs, such as the
Older Americans Act, the Veteran's Adminigration, and the Socid Security Adminidration.
Other programs are available through State funding, such as the Caregiver Resource Center, the
Linkages Program, and AIDS case management. HSD+ will be responsble under contract for
the education and training of dl care management and cdl center daff to fully utilize exiding
community resources before purchasing a service available through member referrd to a needed
savice The County of San Diego has purchased the upload of dl locd resource information
into the user-friendy web-based program developed under the Cdifornia Department of Aging
Innovations Grant by Trilogy and Associates. This web-based program will be made available
to al participating hedth plans, their providers, cdl center gaff, and HSD+ members via dial up
to the web dte. Additiondly, the County of San Diego intends to educate the broader hedth and

socid service community to take advantage of this web dte to develop program-specific home



pages, utilize for marketing and education regarding services offered, and encouraging
individud “customers’ to take advantage of the new technology. During Phase |, no non-Medi-
Cd digibleswill be enrolled in HSD+.

Phase Il of Implementation will include al the funds described in Phase | above for a
larger population, based on the successes and lessons learned in Phase |. Like Phase |, HSD+
will offer the full range of services described in Section | to al those enrolled during Phase 1.
Like Phase |, there will be no non-Medi-Cal persons enrolled in HSD+.

The plan for integration of funding for Phase Il and 1V is a digant vison. It is fdt that
the experience of Phase | and Il will greatly impact the planning for Phase [I1 and IV.
Stakeholders have been dear that the “vison” includes integrating Medicare funding for the
dudly digible beneficiaries as well as being able to offer the new LTCIP sysem to those who
are Medicare only or private pay or those who have long term care insurance. Phases 11l and 1V

will recaive more attention as the Adminigtrative Action Plan is developed in the next year.
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L. OVERVIEW OF THE LONG TERM GOALSAND OBJECTIVES

The Development Phase for San Diego's LTCIP is a pivotd one. The first and current
Development Phase is marked by a great maturing of the Project in the sense that action is being
planned and the HSD hedth plans have been engaged in a mgor activity with the three
consultants, as described in Section D.  Stakeholders will need to continue to be engaged to assst
in devdoping the AAP. Additiondly, with the goprova of the firsd Development Grant on May
7, 2002, the San Diego Board of Supervisors directed staff to develop non-managed care options
concurrently with the Hedthy San Diego expandon. Tha Boad direction has led to the
development of three Strategies toward long term care reform.

1. Network of Care

The County of San Diego has purchased a software product created with grant funds from
the Cdifornia Depatment of Aging cdled the “Network of Cae’. It was desgned and
developed in Alameda County by Trilogy Associates as a web-based approach to user-friendly
information on long term care sarvices for consumers and caregivers. The program offers an
individud a place to maintan a medica record, including items such as hisher medica history,
medication ligt, and Durable Power of Attorney for Hedthcare. When family and professond
daff are given the password, they can accessthe individua’ s record.

The LTCIP drategy for the Network of Care is to procure resources to formulate and
perform beta testing with four digtinct user groups in San Diego. The god is to deveop a
continuous qudity improvement (CQI) program that will dlow dl Network of Care users in San
Diego and the State access to a set of resources thet is consstently accurate and meets hedth and
socid service information needs.  This drategy is seen as a tool for both consumers and their

hedlth and socid service providers that can be used for communication as well as information.

66



2. Physician Strategy

Within the LTCIP planning process severd factors have been identified that pose
questions as to the feadhility of building a sngle improved sysem of care within the locd
managed care environment, including physcian resdance, exiging Medi-Cd rates, and turf
issues.  In response to the turbulent risk-based managed care market at the national and local
levels, a number of daes have identified Managed Fee-for-Service (MFFS) modds as an
improvement over no management of care for persons with chronic diseases. Regular fee-for-
sarvice hedthcare ddivery to aged and disabled Medi-Cd recipients in San Diego has resulted in
poor ederly with multiple chronic illnesses presenting to the Medi-Ca waver program
(Multipurpose  Senior  Services Program) with 8 and 10 physcians and 20 prescription
medications, al of which are unknown to one physician.

MFFS activities improve consumer outcomes with techniques such as prior authorization,
concurrent review, provider sdection, provider and consumer education, coordination between
Medicare and Medicad benefits, and demand management to improve care for persons with
chronic disesese. The mgor gods of MFFS is amilar to those of a fully-capitated, integrated
program: to streamline access for consumers to primary, acute and long term care services, to
improve qudity, and to provide care in the most cod-effective manner possble.  This Strategy
will be enhanced with the Network of Care Strategy and would improve care for persons with
chronic care needs.

3. Health Plan Pilots

In order to test more fully-integrated models and their effectiveness in managing care and

improving outcomes for persons with chronic disease, two pilots will be developed and

implemented in conjunction with the State Office of Long Term Care.  The Hedthy San Diego
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Hedth Plans Rilot will voluntarily develop a plan to tet a modd within the current Medi-Ca
managed care program, expanding expertise and service aray to implement the integrated
ddivery of hedth, socid, and supportive services for a capitated rate from the State.  This
drategy will be implemented within the context of AB 1040 and is described in this proposd. It
will require the resources requested herein to continue to develop service delivery design to the
point of readiness to develop the AAP in minute detail to insure implementation success.

Stae legidation is currently pending to dlow a private entity to contract with the Sate
Office of LTC for the purpose of doing smdl, voluntary, fully integrated Medi-Cd pilots in
severd AB 1040 counties. The contractor will agree to a capitated rate to provide an integrated
continuum of hedth and socid sarvices for individuads on Medi-Cad who are a a skilled nurang
fadlity levd of care living in a community setting. InrHome Supportive Services, and its
funding, is proposed to be included.

All of these activities will roll up to flesh out the AAP during Development Phase Il as
much information will be obtained on improving the sysem of chronic care available through
these drategies. LTCIP daff are working on an gpplication to the Cdifornia Endowment for the
devdopment and implementation of the fird two drategies By the end of the second
Devdopment Phase, San Diego will be ready to commence the preparatory work for
implementation with a fully integrated pilot beginning to enroll members between January 1 and

June 30, 2005.
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M. GRANT GOALSAND OBJECTIVES

Grant Goals & Objectives

The Planning Committee will achieve the following goals and objectives relative to LTCI development during the grant period:

1. God: Continue stakeholder involvement in the planning and development of LTCI and the Adminigrative Action Plan.
Objective A: Decisionmaking regarding populations and programs to be included for in Phase | of Implementation.
Objective B: Pardle planning to develop additiona LTCI options other than Healthy San Diego expansion.

2. God: Develop adetaled Adminigrative Action Plan to guide in preparing for and implementing LTCIP.

Objective: Findize plan for service ddivery system design based on consultant input and budget neutrdity.




N.LONG TERM CARE INTEGRATION PILOT PROJECT (EXHIBIT BB)

Goal God: Continue stakeholder involvement in the planning and development of LTCI and the Adminigtrative Action Plan.

Number: 1

Objective A: Decison-making regarding populations and programs to be included for in Phase | of Implementation.

Objective B: Pardld planning to develop additiona LTCI options other than Heglthy San Diego expansion.

Key Activities

DESCRIBE HOW THISACTIVITY
MEETSAND SUPPORTS THE
GOAL/OBJECTIVE

MEASURABLE
OUTCOME(S)/PRODUCTS

A. Stakeholder input and decison-making re
populations and programs to be included
for find actuarid andysis,

B. Continue consensus building toward full
LTC Integration under HSD expansion or
other modd.

A. Allowsfor find parametersto be st
for actuarid to frame cost analyss of
integrated acute and LTCI

B. Continued stakeholder input to the
decision-making process toward LTCIP

. Planning Committee continues to be

involved in consensus-building re
LTCI

. Development of optional LTCI plans

Goal God: Develop adetaled Adminidrative Action Plan to guide in preparing for and implementing LTCIP.

Number: 2

Objective: Findize plan for service ddivery system design based on consultant input and budget neutrdity.

Key Activities

DESCRIBE HOW THISACTIVITY
MEETSAND SUPPORTS THE
GOAL/OBJECTIVE

MEASURABLE
OUTCOME(S)/PRODUCTS
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. Describe covered services and programs to
be integrated during each implementation
phase.

. Describe the proposed acute and long term
care ddivery system and how it will
improve system efficiency and enhance
service qudity.

. Demongrate willingness and commitment
of the LTC Agency to work with local
community groups, providers, and
consumers to obtain their input.

. Describe proposed measurable
performance outcomesthat LTCIP is
designed to achieve.

. Describe the expected impact on current
program services to Medi-Cd digible
beneficiaries and consumers of non-Medi-
Cd sarvicesincluded in the integrated
system.

. Describe assurances of minima disruption
to current recipients of long term care
sarvices during the phase-in of LTCIP.

. Describe assurances that services provided
will be respongve to the religious, culturd,
and language needs of beneficiaries.

. Describe assurances that providers who
serve the needs of specia populations such
asreligious and culturd groups or resdents
of multileve facilities and community care
retirement communities will be able to
continue to serve those persons when
willing to contract under the same terms
and conditions as Smilar providers.

All activities A through H in theleft hand
column meet and support the goal and
objective of developing an Administrative
Action Plan that isresponsiveto W& I Code
Sections 14139.3(b) through 14139.37.

The measurable outcome will be a
well-defined and specific
Administrative Action Plan that
providesthe“recipe’ for preparing
to implement and to implement
LTCIP in San Diego.
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O. TIMELINE OF KEY ACTIVITIES

Goalsand Objectives
Goal 1. Continue stakeholder involvement in the planning and
development of LTCIP and the Administrative Action Plan.

Objective A: Decison-making regarding populations and programs to be
included for in Phase | of Implementation.

Objective B: Pardld planning to develop additiona LTCI options other
than Hedlthy San Diego expansion.

Timdine

July 1, 2003 — June 30, 2004

July 1, 2003 — June 30, 2004

Goal 2. Develop a detailed Administrative Action Plan to guide in
preparing for and implementing LTCIP.

Overall Objective: Findize plan for sarvice ddivery sysem design based
on consultant input and budget neutrdity.

Objective A: Consultant team will complete tasks described in Section D.,
Phases | and Il. The results and recommendations will lead daff to
understand what activities gill need to be completed before an
Adminigretive Action Plan (AAP) can be outlined and a direct rdaionship
with HSD managed care plans will be developed. The Year End Report
of the current Development Grant will be forwarded to the state.

Objective B: LTCIP will complete and/or contract with consultants to
complete the unfinished tasks  Staff will concurrently be working on
known dements to build the AAP, while continuing progress toward
phasing in LTCIP.

Objective C:  The Interim Report will be forwarded to the state on

March through June 30, 2003

July 1, 2003 — December 2003

January 2004 — March 2004
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January 31, 2004. Mosgt dements to develop the AAP will be in hand.
Staff will compile those and circulate to dl stakeholders for discusson and
revison. If date grant funds are available, San Diego will apply for a third
Devdopment Grant to help fund some of the infrastructure changes that
will need to occur to be able to complete the preparation activities during
FY 2003-04 in order to begin phasing into implementation in FY 2004-05.
San Diego will begin work with the date Office of LTC regarding
procurement of necessary wavers to dae and federal regulations to
implement HSD+ according to the AAP.

Objective D: Refine AAP on an on-going bass, while continuing to work
with hedth plans and dl dtakeholders in preparing to implement the AAP
for phasng into implementation over the next yea. The Year End
Report will be forwarded to the state on June 30, 2004.

Objective E: Complete AAP activities to build the systems to support
beginning implementation and enrdlment of Phase | members into fully
integrated pilot under Phase | of Implementation.

Objective F:  Enroll Phase | members into HSD+ and provide monthly
evduation of successes and problems to the HSD+ Joint Consumer and
Professond Committee for oversght and guidance regarding timing on
Phase Il implementation.

Objective G:  Continue to refine sysem to improve consumer and
provider satisfaction. Implement Phase 1l with the broader and more
complete Medi-Cd only aged and disabled participants. Work with the
date Office of LTC and the Center for Medicare and Medicaid Services to
obtain the necessary waivers, permissons, and/or demondration datus to
be able to include the Medicare cepitated, frailty-adjusted rate in the
rembursement to hedth plans with HSD+ members who ae dudly
digible  This will require consumer choice, but will dealy dign the
incentives to provide prevention and wdlness activities to insure better

April 2004 — June 2004

July 2004 — December 2004

January 2005 — June 2005

July 2005 — June 2006
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outcomes on an individua basis.

Objective H:  With Medicare participation secured, enroll Phase 111 target
population: Medi-Ca recipients who are dualy digible to Medicare. Work
with gstakeholders during the year to refine the plan to incdude non-Medi-
Cd digible persons through premium buy-in, LTC insurance benefit, or
private pay.

Objective 1: With gpprovd in place from the dtate and federd officids as
well as locd dakeholders, enroll non-Medi-Cd  digible persons into
HSD+, under a separate adminidrative tracking system to assure that
Medi-Cd funds are not expended on non-Medi-Cal members.

July 2006 — June 2007

July 2007- June 2008
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BUDGET SECTION
A. BUDGET NARRATIVE

The budget that follows is desgned to accomplish the Scope of Work as set forth in
Section N. While stakeholder involvement is key to setting the parameters for the find actuarid
andyds, the grant resources will be targeted toward building capacity to develop the
Adminigrative Action Pan (AAP) for LTCIP implementation during the following year.
$47,340 is requested for daff (Sara Barnett) to be retained throughout the year on a full time
bass. $2940 is requested to purchase a new laptop for the project and to purchase a digita
recorder to assst in cataoguing progress with hedth plans, consultants, and stakeholders toward
the AAP. $7500 is requested for Travel and Per Diem, as the County budget shortfal will not
dlow for county funds to be used for LTCIP-related travel, as in the past. $4734 is requested as
Indirect costs (10% of Personne Cogts) for the same reason as the travel dollar request. The
balance of $87,486 will be used for consultant(s) time to assemble information and complete the

activities outlined in this proposa toward completion of the AAP.

B. COUNTY OF SAN DIEGO MATCH

The County of San Diego has invested in the LTCIP for four years and is committed to
LTC reform. The podtion of the chief of Long Term Care Integration has been a dedicated
position to the project for amost four years, supported with County funding far in excess of
required match. Other items that are reimbursed by the county and consdered “match” are
postage, interpretation for a deaf Planning Committee member, rent, and most equipment.  This
year's proposed match & $30,000 in the category of personnd, based on staff time that will be

time-studied to the LTCIP organizationa unit number.
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| Long Term Care Integration Pilot Project Development Grant Budget (9-Line Item
| Budget)

Line Item Total
Personnel Costs: Sara Barnett $ 47,340.00
Fringe Benefits ( % of Personnel Costs) $0.00
Operating Expenses $0.00
Equipment Expenses $2949.00

Contractor Procures $2940.00

State Procures $0.00
Travel and Per Diem $ 7500.00
Subcontracts

(Identify subcontractor if known) $87,486.00
Other Costs $0.00
Direct Overhead Expenses $0.00
Indirect Costs (10% of Personnel Costs) $4734.00
TOTAL COSTS $ 150,000.00
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Long Term Care Integration Pilot Project Development Grant Budget

LOG' SREQUIRED 20% MATCH

Line |tem Total
Personnel Costs $30,000.00
Fringe Benefits ( % of Personnel Costs) $0.00
Operating Expenses $0.00
Equipment Expenses $0.00
Contractor Procures $0.00
State Procures $0.00
Travel and Per Diem $0.00
Subcontracts
(Idertify subcontractor if known) $0.00
Other Costs $0.00
Direct Overhead Expenses $0.00
Indirect Costs ( % of Personnel Costs) $0.00
TOTAL COSTS $ 30,000.00
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